Racial-ethnic minorities receive lower quality and intensity of health care compared with whites across a wide range of preventive, diagnostic, and therapeutic services and disease entities. These disparities in health care contribute to continuing racial-ethnic disparities in the burden of illness and death. Several national medical organizations and the Institute of Medicine have issued position papers and recommendations for the elimination of health care disparities. However, physicians in practice are often at a loss for how to translate these principles and recommendations into specific interventions in their own clinical practices. This paper serves as a blueprint for translating principles for the elimination of racial-ethnic disparities in health care into specific actions that are relevant for individual clinical practices. We describe what is known about reducing racial-ethnic disparities in clinical practice and make recommendations for how clinician leaders can apply this evidence to transform their own practices.
Racial-ethnic minorities receive lower quality and intensity of health care compared with whites across a wide range of preventive, diagnostic, and therapeutic services and disease entities. These disparities in health care contribute to continuing racial-ethnic disparities in the burden of illness and death. Several national medical organizations and the Institute of Medicine have issued position papers and recommendations for the elimination of health care disparities. However, physicians in practice are often at a loss for how to translate these principles and recommendations into specific interventions in their own clinical practices. This paper serves as a blueprint for translating principles for the elimination of racial-ethnic disparities in health care into specific actions that are relevant for individual clinical practices. We describe what is known about reducing racial-ethnic disparities in clinical practice and make recommendations for how clinician leaders can apply this evidence to transform their own practices.
INTRODUCTION
Racial and ethnic disparities in health care have been consistently documented across a wide range of medical conditions and health care services. [1] [2] [3] [4] [5] Examples include disparities in receipt of surgical procedures, cancer care, intensity of hospital services, and treatment of pain. 2, 3, [6] [7] [8] [9] The Institute of Medicine (IOM) defines disparities in health care as racial or ethnic differences in the quality of health care that are not caused by differences in clinical need, patient preferences, or appropriateness of intervention. 10 Although many of the differences in health and health care use are related to differences in socioeconomic factors and access to care, most research has found that racial-ethnic disparities persist even after adjustment for these factors. [1] [2] [3] [4] [5] 8, 11, 12 Elimination of racial-ethnic health care disparities requires action on multiple levels of health care organization and delivery. The IOM's report, "Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care," makes recommendations aimed at the health care system or institutional level. 10 However, practicing physicians are often at a loss for how to translate these principles and recommendations into specific interventions in their own clinical practices. The aim of this paper is to describe ways in which health care delivery at the clinical practice level can be transformed to reduce racial-ethnic disparities. We provide a perspective on what is known about reducing racial-ethnic disparities in clinical practice and suggest actions that clinicians can take to reduce racial-ethnic disparities in the care of their own patient populations.
To identify aspects of the clinical arena that need to be transformed to address racial-ethnic health care disparities, we used an adaptation of the IOM framework for defining equitable access to health care. 13, 14 This framework posits that personal, structural, and financial barriers cause underuse of services, and that mediators such as treatment appropriateness and quality affect health outcomes and equity of services. Personal barriers include language and literacy, with low health literacy exerting an effect independent of race-ethnicity or insurance status. [15] [16] [17] [18] Structural barriers include the availability of interpreters, racialethnic concordant staff, and the physical environment of a clinical practice. The adapted framework also emphasizes pro-vider interpersonal skills and cultural and linguistic competence because studies document that the quality of interpersonal care, particularly patient-provider communication, differs by patient ethnicity. 19 Additionally, it incorporates patient views about health care because these have emerged as important outcomes that differ by race-ethnicity. 20 This paper discusses those aspects of the model that are most easily affected by providers. We used literature review and expert judgments of the Society of General Internal Medicine Disparities Task Force to formulate the perspectives and recommendations herein. For each aspect discussed, we describe the rationale for transforming it to reduce racialethnic health care disparities, make specific recommendations for interventions (Table 1) , and list resources for implementing our recommendations (Table 2) .
FINANCIAL ASPECTS OF HEALTHCARE DELIVERY Rationale
Access to health care -the timely use of personal health services to achieve the best health outcomes -is an essential prerequisite to obtaining high-quality care and increasing the quality and length of life. 14, 21 In the United States, financial barriers -particularly lack of health insurance -can impede access to care. For example, people without insurance are less likely to have a physician visit within a year or a regular source of care and more likely to have difficulty procuring medications. [22] [23] [24] [25] [26] [27] Financial barriers reduce not only access but also quality of care. Uninsured adults are less likely to receive preventive services, appropriate care for chronic conditions, or care for serious conditions. 20, 24, [28] [29] [30] [31] Compared to non-Hispanic whites, African Americans are twice as likely and Hispanics are 3 times as likely to be uninsured. 20, 32, 33 Medicaid beneficiaries are also disproportionately African-American and Hispanic. Because Medicaid reimbursement for physician, specialty, and elective care is relatively low compared to other payers, many physicians limit acceptance of Medicaid insurance, causing Medicaid beneficiaries to face barriers similar to those of the uninsured.
Racial-ethnic disparities in health service use are markedly diminished in health care systems such as the Department of Veterans Affairs that eliminate financial access barriers for those with low incomes. 4, 5 Indeed, the IOM asserts that access-related factors may be the most significant barriers to equitable care, and they must be addressed as an important first step toward eliminating health care disparities. 10 
Recommendations
A national survey of primary care Internists in private practice found that two-thirds provide some charity care, generally by reducing or waiving fees for office visits to their existing patients who have become uninsured. 34 Although charity care alone cannot adequately address the needs of the rising numbers of uninsured Americans, we recommend that practices consider incorporating sliding scale and/or flexible payment plans when possible and making these plans known to patients. 35, 36 Front desk staff often make decisions regarding charitable care in lieu of physicians 37 ; therefore, practices should clearly communicate their flexible payment policies to front-line staff. The national survey of primary care Internists also found that only 45% of practices were accepting new patients with Medicaid. 34 Practices might consider the cause of eliminating racial inequities in our society as an additional motivation to accept Medicaid patients. Patients often need services beyond the office visit, such as laboratory tests, diagnostic procedures, and medications. We recommend that clinical practices enroll in the many available programs that reimburse practices for the cost of delivering covered services to low-income patients. We also recommend that practices have referral information available for their patients for pharmaceutical manufacturer assistance programs. Over half of the top 200 prescribed medications in 1999 were offered through assistance programs to indigent patients. 38, 39 Clinicians' involvement is brief but necessary for patient enrollment into these programs. Finally, we recommend that practices meet with representatives of their social work departments at their affiliated hospitals or health centers Financial aspects of healthcare delivery 1. Enroll in programs that reimburse you for delivering covered services to low-income patients (e.g., "free" pap smear programs) 2. Provide patients with referral information for pharmaceutical manufacturer assistance programs (e.g., the
Together Rx Access Card), and prescribe lower cost, equivalently effective medications, when available 3. Have referral information available for your patients for the social work department at your affiliated hospital(s) 4. Incorporate sliding scale and/or flexible payment plans when possible Structural aspects of clinical practice 5. Hire clinical and office staff who are culturally and linguistically representative of the communities your practice serves 6. Market or advertise the diversity of office and clinical staff, emphasizing the presence of multilingual staff as a way to recruit diverse staff and inform patients 7. Explore the current organizational climate, culture, policies, and training related to diversity in your practice setting 8. Review the decor and substitute potentially offensive pieces with more culturally appropriate decor Communication and cultural/ linguistic competence 9. Have available signage, language services, and printed patient information material that is appropriate for the cultures, languages, and literacy levels of patients in your practice 10. Provide training for providers in patient-centered communication skills that focus on increasing participatory decision-making 11. Provide cultural competence training for providers and staff in your setting Quality of care monitoring and assessing patient views of care
12. Measure the quality of care delivered in your clinical setting stratified by patient race-ethnicity 13. Assess patient perceptions of care, e.g., using periodic self-administered surveys 14. Provide a "suggestions box" so that patients can provide immediate feedback at the time of their visit to identify available programs, determine how to easily enroll patients, and facilitate referrals for needed services.
STRUCTURAL ASPECTS OF HEALTHCARE DELIVERY Rationale
Structural aspects of health care delivery encompass the organization of care, appointment hours and length, and the degree to which components of the system (such as the physical environment, language and literacy of patient education materials, and staff diversity) are culturally appropriate for the patient population served. In 2001, the Department of Health and Human Services Office of Minority Health published national standards for culturally and linguistically appropriate services (CLAS) in health care. 40 These standards include an appropriate mix of a culturally diverse staff at all levels of the organization that reflect the communities served, posted signage and instructional literature that is linguistically and culturally appropriate, provision of interpreters, cultural competence training for providers, and organizational support for CLAS through auditing of patient outcomes and satisfaction. These cultural-sensitivity interventions have the potential to improve health outcomes, patient satisfaction and adherence, and efficiency of services.
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Recommendations
We recommend that clinical settings aim to recruit and retain clinical and nonclinical staff who are culturally and linguistically representative of the communities they serve. Some institutions garner impetus for change by making the business case, that a diverse, culturally competent staff will help an institution gain market share by attracting minority consumers and purchasers interested in quality of care and satisfaction and by improving cost-effective care through provision of more appropriate services. 44 Others make the case that diversity improves provision of equitable and high-quality care. 45 Regardless of the justification, we recommend that clinical leaders first explore the current organizational climate, culture, policies, and training related to diversity, including confidential assessments of minority staff and leaders' experiences in the organization. This information will portray how that setting integrates diversity, creates a work environment that welcomes or alienates minority staff and patients, and responds to cultural and racial tensions. Using this approach, organizations can then develop and implement a strategic plan for education, recruitment, and community involvement that is specific and linked to measurable outcomes and rewards for change agents. 46, 47 Clinical settings could also actively involve local community representatives in efforts to improve staffing and the physical environment.
There is an increasing demand for low-literacy materials to be available to members of racial-ethnic minority groups who have the highest rates of inadequate health literacy. 15, 16, 48 Presenting health educational materials in a format that is both familiar and readable increases the likelihood that it will be comprehended. 49 Therefore, we recommend that the physical environment (including brochures, artwork, and signage) reflects and welcomes the population that is served in terms of language, literacy, and culture.
COMMUNICATION AND CULTURAL/LINGUISTIC COMPETENCE Rationale
Patient-provider communication is strongly and positively linked to health care processes and outcomes such as patient recall of information, adherence, satisfaction, and improved health status. 20, 50 Studies of patient-physician communication have documented racial-ethnic disparities in interpersonal aspects of care. Physicians exhibit less nonverbal attention, empathy, courtesy, and information giving 51 ; adopt a more "narrowly biomedical" communication style 52 ; spend a lower proportion of time intervals providing health education, chatting, and answering questions 53 ; and are more verbally dominant and less patient-centered in the visits of ethnic minority patients. 19 Longer visit lengths have been noted in racial-concordant providerpatient interactions (15.4 minutes versus 13.9 minutes for racial-discordant interactions). 54 When ethnic minority patients are seen by same-race physicians, the pace of speech is slower and the emotional tone of patients is more positive. 54 Patients also rate participatory decision-making and satisfaction higher in racial-ethnic concordant visits with physicians. [54] [55] [56] Language concordance between patients and providers and use of professional interpreter services (i.e., trained, fluent staff) have also been associated with better patient-physician communication, preventive care, rates of patient adherence, and patient ratings of care. [57] [58] [59] [60] [61] [62] [63] [64] [65] The evidence for the effectiveness of professional interpreter services is particularly strong, with several studies documenting improvements in the use of health services, patient satisfaction, patient understanding and recall of information, and reduction in medical errors. [61] [62] [63] [64] By contrast, use of ad hoc interpreters such as family members or untrained nonclinical employees may have negative clinical consequences. 62 
Recommendations
We recommend that interventions to reduce racial-ethnic disparities in health care address communication barriers, particularly those that are cultural and linguistic in nature. Physician communication skills training programs that emphasize patientcenteredness and affective dimensions such as rapport-building and emotion-handling have been shown to be effective at improving patient-physician interactions and patient outcomes. 66, 67 Numerous Internet-based resources are readily available as well (Table 2) . We recommend that clinicians consider participating in such programs, as they have the potential to improve quality for all patients, as well as to reduce racial-ethnic health care disparities. In addition to being mindful about their communication styles, providers should also be cognizant of how they use the time in patient encounters. 53, 54, 68 Although time pressures often constrain visit length, providers should increase the visit length for cross-cultural interactions by at least the 2-3 extra minutes that they spend in race-concordant visits. Cultural and linguistic competence training often includes awareness of differences between physician culture and patient culture, training in the effective use of interpreter services, and language training. A recent systematic review shows that cultural competence training improves health professionals' knowledge, attitudes, and skills, and a small number of studies have examined the effect of cultural competence training on improved appropriateness of care, patient adherence, and patient outcomes. 69 We recommend that clinicians consider acquiring cultural competence training that addresses general cultural knowledge and skills, as well as specific cultural concepts for the patient populations served by their practices. While being aware of the diversity of cultural norms within given patient populations, physicians should remain mindful not to make automatic assumptions about patients based on their cultural affiliations.
QUALITY-OF-CARE MONITORING Rationale
Despite compelling evidence of the pervasiveness of racialethnic disparities in health care, 10, 11, 70, 71 most physicians responding to a 2001 survey disagreed with the statement that "our healthcare system treats people unfairly based on their race or ethnic background." 72 Agreement with this statement differed by physician race, with 77% of black physicians versus 25% of white physicians believing that disparities were common. Lack of awareness or recognition of racial disparities in health care is an obvious barrier to reducing them. The federal Agency for Healthcare Research and Quality (AHRQ) developed the National Healthcare Disparities Report (NHDR), a national "report card" on disparities, in recognition that an essential component to reducing disparities in the quality of health care is measuring and tracking them.
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Recommendations
While the NHDR may promote the cause of reducing disparities nationally, real change will only occur if individual hospitals, health plans, and practitioners begin to acknowledge and take action to reduce disparities. 75, 76 To this end, we recommend that practitioners, group practices, hospitals, and health plans implement methods to collect data on the quality of care they provide, stratified by patient race-ethnicity. The race and/or ethnicity groupings should be appropriate to the patient population or to the local community, and it should account for heterogeneity within minority populations because subgroup variations may have important implications for service delivery. 77 Monitoring should also include whether referrals were made for indicated care and should track patients across clinical settings. There are several potential barriers to monitoring disparities in quality of care. First, there may be a perception among patients, clinicians, and/or administrators that collecting data on race-ethnicity may be considered intrusive, offensive, or illegal. 78 While collecting these data is almost universally legal and, in some settings, required, 77,79 the concern about the acceptability to patients is a legitimate one. Given the historical use of race as a means to discriminate against minority groups, some patients may react negatively to being asked about their race. However, data from patient surveys indicate that, while minority patients are wary of providing information about their race, they are generally willing to do so if it is clear that the purpose of collecting the data is to improve the quality of care. 80 We recommend that clinical settings first determine how data on race-ethnicity are currently collected, then improve data collection by training staff to sensitively and accurately capture these data (and also data on preferred language). Another potential barrier to monitoring quality of care by race-ethnicity is the availability of data on quality. For clinical practices, quality indicator data are cumbersome to retrieve in the absence of electronic medical record systems. As these systems become more prevalent, efforts should be made to design them such that data can be entered in a way that allows quality reports to be generated. In the meantime, one aspect of quality -patient satisfaction -can be measured readily using self-administered surveys, such as the publicly available Consumer Assessment of Health Plans that assesses patients' perceptions of their health plans and health care providers. [81] [82] [83] Surveys can be orally administered in populations with limited literacy. In addition to conducting periodic patient satisfaction surveys, we also recommend that clinical practices provide a "suggestions box" so that patients can provide immediate feedback at the time of their visits.
DISCUSSION
Eliminating racial-ethnic health care disparities requires thoughtful approaches in the way we deliver clinical care, conduct research, and educate current and future physicians. 84 Moving forward to eliminate disparities will require comprehensive approaches and well-designed interventions at the practice, institutional, community, and national levels. [84] [85] [86] The state of the science for evidence-based interventions that are directly linked to eliminating health care disparities is still in an early stage. 13 However, a recent review that sum-marizes the evidence for interventions to improve cultural appropriateness of care, doctor-patient communication, and patient views of the health care experience suggests that these mediators of equitable health care for racial-ethnic groups are linked to patient outcomes and, thus, associated with health and health care disparities. 87 While much more research is required to define the most effective methods for eliminating disparities, specific recommendations are needed today for actions to incorporate the IOM and professional society guidelines into current clinical practice. The recommendations herein are measures that clinicians in practice can implement today to reduce racial-ethnic health care disparities among their own patient populations.
